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Spontaneous dissections of the superior mesenteric artery are exceptional events because only 26 reports have been
published. We present a new case, revealed with an acute abdominal syndrome. Computed tomographic angiography and
arteriography allowed a rapid diagnosis and urgent surgical intervention. Progress in imagery makes diagnosis and
follow-up examination easier. Surgery is indicated for acute symptomatic forms with suspicion of mesenteric ischemia. In
the other cases, a simple follow-up examination may be appropriate. (J Vasc Surg 2002;35:1003-5.)
CASE REPORT
In January 2000, a 56-year-old man, with no clinical history,
was rushed to the hospital with sudden epigastric and paraumbili-
cal pain, which had started 2 hours previously. Cardiovascular risk
factors known at the time were smoking (15 packs/year) and
overweight (body mass index, 29.38). Postoperative findings re-
vealed hypertriglyceridemia at 2.26 mmol/L (healthy level, 0.45
to 1.80 mmol/L), with a glycemia level within the normal limits.
The lack of physical signs during clinical examination and the
normal aspect of the abdominal plain films contrasting with the
intensity of pain led us to perform an abdominal computed tomo-
graphic (CT) angiography. This exploration revealed small bowel
ischemia with a parietal thickening and, at the early arterial phase,
a 90% reduction of the superior mesenteric artery (SMA) lumen 2
cm from its origin (Fig 1), combined with a slight ectasic aspect of
the origin of the celiac artery. At late phases, the inferior mesenteric
vein was opacified without mesenteric or portal gas. Arteriographic
results (Fig 2) revealed a dissection pattern of the SMA trunk
(tapered eccentric narrowing of the SMA) and distal opacification.
The inferior mesenteric artery was patent, and the subrenal abdom-
inal aorta had a small caliber. Surgery seemed urgent in view of this
image of spontaneous dissection of the SMA with acute mesenteric
ischemia. A transperitoneal midline laparotomy was performed.
During intraoperative examination, the pulse could not be de-
tected at the level of the mesenteric root and no macroscopic signs
of small bowel ischemia were found. The remaining abdominal
examination was quite normal. The SMA had a bluish-black ap-
pearance at its point of origin. The transverse arteriotomy results
showed a false lumen and thus confirmed the diagnosis. The
dissection extended longitudinally as far as the first ileal branches.
The subrenal aorta presented a moderate atheroma on its posterior
side. Arterial revascularization was performed with a retrograde
superior aortomesenteric prosthetic (polytetrafluoroethylene) by-
pass graft. Finally, an end-to-end distal anastomosis was created
beyond the dissection.
Postoperative results were normal, with resumption of gastro-
intestinal function on the fourth day. Histopathologic examination
results revealed a dissection in the media, located at the junction of
the internal two-thirds with the external third, without thrombus
in the false lumen, which was aneurysmal. No histologic anomaly,
such as medial necrosis and fibromuscular dysplasia, was observed.
Ten days after the operation, CT angiographic results with recon-
struction (Fig 3) showed a patent bypass. The patient left the
hospital with a platelet-inhibiting treatment and was reexamined 3
months later and found to be asymptomatic.
DISCUSSION
Spontaneous SMA dissections are exceptional events.
During a period of 50 years, only 27 cases (including this
one) have been reported.1 Nevertheless, they represent the
most frequent type of digestive artery dissection, with those
of the hepatic artery, splenic artery, left gastric artery, and
celiac artery2 being even rarer. Patients with SMA dissec-
tions are predominantly male (88%) and have an average
age of 55 years (between 45 and 87 years). Whereas arte-
riosclerosis, fibromuscular dysplasia, cystic medial necrosis,
and diseases of the elastic tissue (Marfan’s disease, Elhers-
Danlos disease) are often mentioned as possible causes, in
most cases no cause could be found.3-5
Hitherto, only two cases of asymptomatic SMA have
been reported.1 Two main clinical symptom patterns are
described (Table I): 1, acute epigastric or nonspecific ab-
dominal pain syndrome combined with nausea and vomit-
ing and an image of pseudoobstruction on the abdominal
plain film results, indicating an acute mesenteric ischemia;
and 2, chronic intestinal angina (postprandial pain, vomit-
ing, anorexia, weight loss, epigastric murmur). The occur-
rence of this symptomatology in nonatheromatous condi-
tions should suggest a diagnosis of a spontaneous SMA
dissection. More exceptionally, cases of hemorrhagic shock
have been reported as the result of rupture of the dissecting
artery or SMA aneurysm into the peritoneal cavity.
Abdominal ultrasound scan, which is often performed
as an emergency procedure for a painful abdominal syn-
drome, may be helpful for diagnosis when an aneurysmal
dilatation or the intimal flap is observed. However, flap
visualization is inconstant. This examination is more sensi-
tive when associated with a Doppler scan examination. The
Doppler scan can be used in the assessment of bowel
viability in the operating room to decide as to whether
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vascular surgery is necessary.6 CT angiography7 allows
visualization of the false lumen together with the intimal
flap during the arterial phase. CT angiography provides
signs of acute ischemic bowel (lack of bowel wall enhance-
ment, mesenteric edema) and gives an estimation of the
extent of the lesion. The portal phase gives an indication of
the severity of mesenteric ischemia by showing mesenteric
or portal venous gas that is often associated with bowel
necrosis.8 Urgent surgery is recommended when such signs
Fig 2. Digitized arteriogram shows long and tapered eccentric
stenosis of superior mesenteric artery (arrow). Inferior mesenteric
artery is narrowed at its origin (arrowhead).
Fig 3. Maximal intensity projection-type reconstruction from
computed tomographic angiogram shows patent aortomesenteric
bypass (arrow) and inferior mesenteric artery (arrowhead).
Table I. Clinical presentation of spontaneous SMA
dissection in 27 patients
Symptom No. of patients %
Acute abdominal pain 18 67
Epigastric pain 6 21
Chronic intestinal angina 4 15
Intestinal obstruction 3 11
Accidental discovery 2 7
Fig 1. Abdominal computed tomographic angiogram shows false
lumen with 90% reduction of enhanced vascular lumen.
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are observed. However, abdominal plain film, abdominal
echography, and CT angiography findings are inconstant,
and arteriography is the best examination to confirm the
diagnosis (Table II). In most cases, the dissection begins
within the first 6 cm from the origin, which remains intact,
giving an image either of double lumen and dissection flap
or an image of eccentric stenosis. An image of less specific
stenosis or thrombosis might impede the diagnosis.1
An intimal tear allows blood to enter the outer media,
which leads to longitudinal dissection of the vessel. But in a
few cases, the dissection results in a spontaneous intramural
hematoma of the artery without intimal tear.9 Histologic
examination results showed that the medial smooth muscle
cells are less numerous and dispersed. The quantity of
elastic fibers is decreased with degradation of the internal
elastic lamina. A mucoid deposit also was observed in all
layers of the arterial wall. Cystic medial necrosis is some-
times found, but this is not specific for SMA.5 Outcome for
these patients varies greatly. The two asymptomatic pa-
tients had a favorable evolution. Several symptomatic pa-
tients have been followed, with focus on clinical signs of
mesenteric ischemia aggravation (peritoneal irritation) and
with repeated abdominal CT angiography.10 Between
1945 and 1971, four of these symptomatic patients died of
mesenteric infarct without any surgery. The last four cases
published since 1974 have had favorable evolutions.1 From
a surgical point of view, various techniques are described.
In every case, transperitoneal laparotomy was recom-
mended because it allows an examination of the abdominal
cavity (possibly with digestive resection) and a more ex-
tended dissection. Revascularization techniques usually re-
quire either a thromboendarterectomy with direct arterial
suture or with a patch or a prosthetic aortomesenteric or
venous bypass graft.11 Arteriotomy is performed longitudi-
nally up to the end of the dissection. Finally, an end-to-end
distal anastomosis is created beyond the dissection. What-
ever the technique used, it is necessary to stop the dissec-
tion distally. Jejunal arteries may be revascularized. One
case of transposition of the right gastroduodenal artery has
been reported,3 and this technique can be recommended
when SMA is associated with aortic dissection. To our
knowledge, no endovascular treatment has been described
in cases of spontaneous dissection of the SMA alone. How-
ever, some authors have implanted an endoprosthesis to
revascularize the SMA in a case of aortic dissection extend-
ing into the digestive arteries.12 Spontaneous dissections of
the SMA remain exceptional, but they have been underes-
timated and are now more frequently reported as the result
of the progress of imagery. Surgery is indicated in acute
symptomatic forms with suspicion of mesenteric ischemia.
In the other cases, a simple follow-up examination may be
appropriate.
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Table II. Radiologic presentation of spontaneous SMA dissection
Abdominal plain film
Abdominal
echography CT angiography Arteriography
Paralytic intestinal gas Intimal flap Intimal flap Double lumen and intimal flap
Normal examination Aneurysmal dilatation False lumen Eccentric or no specific stenosis
Normal examination Signs of bowel ischemia Aneurysmal dilatation
Thrombosis
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